In conclusion I would suggest the following (1) In the present case and similar cases the permanent obstruction of a retinal arteriole is due to thrombosis following local angiospasm, probably in connexion with local arteriolosclerosis. Embolism is unlikely as a cause in such cases, especially when no obvious source for embolism can be discovered. Similar obstruction of arterioles in other parts of the body in arteriolosclerotic patients (with or without extremely high blood-pressure) often doubtless gives rise to no definite symptoms, but I suggest that some peculiar spots of trophic disturbance in the skin may be due to local occlusion of arterioles (possibly with local sympathetic nerve involvement), for instance, a locally recurring solitary bulla.
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. (2) In similar cases of arterial hyperpiesia, especially in relatively young individuals, the occurrence'of permanent occlusion of an arteriole in the medulla oblongata (like that of the retinal arteriole in the present case) would be a sufficient theoretical explanation to account for the permanent hyperpiesia. Temporary paroxysms of arterial hyperpiesia (possibly precipitating an attack of cerebral hemorrhage) might be theoretically explained on the supposition of a local temporary arteriolospastic condition in the medulla oblongata (in a position not causing cardiac syncope or disorder of breathing) in connexion with arteriolosclerosis.
Diwcusion.-Dr. HALLS DALLY said that a case of hyperpiesia which he had shown two years previously,' might, although occurring in a wonian, aged 62, i.e., older than Dr. Parkes Weber's patient, be held to support the view that most cases of hyperpiesia depend upon artetiolosclerosis of the medulla oblongata. During 1925 arterial pressure in his (Dr. Halls Dally's) case had reached the extremely high figures of 320/160, with no detectable evidence of sclerosis of the vessels elsewhere than in the fundi, with no hbmorrhages, and visual acuity unimpaired. Fairly good health had been maintained up to the present, the pressures now varying little from 250/135. Dr. EvAN BEDFORD said that we should be cautious before concluding that, because certain arterial changes were found in the medulla, they necessarily caused hypertension. They were certainly associated with hypertension in some cases, but in the paper quoted by Dr. Parkes Weber similar arterial changes had been found elsewhere than in the medulla.
Dr. PARKES WEBER, in reply to Dr. Bedford, said that arteriolosclerosis was a more or less generalized condition, but might involve the medulla oblongata before the kidneys were much affected. Moreover, extensive arteriolosclerosis of the kidneys was not invariably associated with very high blood-pressure. I Proc. Boui. Soc. Med.. 1926. xix. No. 4 (Clinical Section) n. 13. Erythrocyanosis Frigida Crurum Puellarum.
THE erythematous or chilblainy condition of the legs in girls and young women which I discussed in 1925, may be explained as representing an abnormal reactionthat is to say, a reaction occurring only in abnormally predisposed or idiosyncratic subjects towards the local application of cold, the local effects being favoured by the ecanty clothing of the affected parts, in accordance with prevalent fashion.2 The condition, which varies very much in degree (colour, amount of swelling, etc.), in different cases, affects the parts of the lower limbs, generally more or less symmetrically,' from the upper border of the shoes to a variable distance up the legs; usually the lower third of the limb between the ankle and the knee is specially involved, notably the area above the heel, on both sides of the tendo Achillis, behind the malleoli. (The French speak of it sometimes as being sus-mall6olaire). The sufferers are almost exclusively girls and young women, and as one predisposing cause one must assume, I think, a slight endocrine disturbance connected with the female generative organs (sexual hormones).
The condition in question is now being described on the Continent under the heading "erythrocyanosis crurum puellaris (frigida)," but A. V. Karwowski2 suggests that it should be termed "erythrocyanosis crurum feminarum (frigida)," as it has been known to recur in middle age, and indeed in another female patient (Mrs. F. D.), aged 44, whom I am showing to-day on account of high blood-pressure associated with thrombosis in a retinal arteriole, the same erythrocyanosis of the legs is present in a minor degree. Karwowski holds that cold to the legs and internal generative organs, due to modern clothing, plays an important part in the causation. I would, by the way, here note that I am sure those authors are wrong who assert that the condition never proceeds to definite thickening and hardening of the affected skin. The condition may (as in the present case) be associated with, but is to be distinguished from, a tendency to ordinary chilblains. It may be associated with, but is also definitely to be distinguished from, "acrocyanosis " or so-called "bad circulation in the extremities " of young persons, which affects males as well as females.
If a name similar to that of my heading be adopted for the condition, the epithet frigida should not be omitted, for it distinguishes the condition from (tuberculous) erythema induratum (" Bazin's disease "), with which severe cases have doubtless often been confused,3 and from erythromelalgia,4 which I now regard as a syndrome due to a chronic inflammatory state of the peri-arterial sympathetic nerve-supply to the affected part or parts (one or more toes, a foot, a hand, etc., as the case may be). It is to some extent analogous to chlorosis (which has now become very rare), in so far as it almost only affects youthful females and only those who have an abnormal predisposition to it and in whom the exciting cause (whatever it may be) is at work.5 The exciting cause in the erythrocyanosis cases is the local action of cold, and the predisposition consists in the idiosyncrasy to respond to local exposure to moderate cold in the manner in question and not necessarily or merely by the development of ordinary chilblains.
The present case is that of a young unmarried woman, A. B. L., aged 26, who is " well nourished " and of a "fresh" complexion. The parts chiefly affected are the backs of the ankles, behind the malleoli, above the heels. On these parts are subcutaneous swellings covered by purplish cyanotic skin which are just above the level of the upper border of her shoes. The anterior-internal portion of the lower segment of the left leg, and the anterior-external portion of the lower segment of the right leg are similarly diffusely affected, but to a lesser degree. The somewhat asymmetrical distribution in the present case is unusual, and might possibly be explained on the 1 The term " erythrocyanosis cutis symmetrica " has also been employed. 2 A. V. Karwowski, Dermat. Wochenschr., Leipzig, 1927, lxxxv, p. 1161; see also A. Alexander, "Erythrocyanosis Crurum Puellaris," ibid., 1927, lxxxv, p. 
601.
Erythrocyanosis frigida may apparently occasionally be followed by true tuberculous "Bazin's disease. "
Cf. F. Parkes Weber, "Erythromelalgia," Med. Press, London, 1927, clxxv, p. 266. I have lately had reason to believe that an erytbromelalgic condition of a hand, with paroxysms of intense flushing and local heat, may supervene on a previous chronic chilblainy condition, possibly owing to involvement of the peri-arterial sympathetic nerve supply. 5 F. Parkes Weber, " Two Diseasespdpe to Fashion in Clothing," Brit. Med. Journ., 1925 (i), p. 260. supposition that she sits at her work (connected with the making of advertisement cards, etc.) in a slight draught. The swellings commenced in the autumn of 1926,1 with itching (as in the earlv stage of ordinary chilblains) and afterwards pain; they feel cold to the touch, whereas the swellings in erythema induratum (" Bazin's disease ") feel hot to the touch. She never previously had anything similar, though she had been rather subject to ordinary chilblains of the toes and fingers. Her hands tend to be cold and moist, though she has never had any typical IacEocyanosis," nor Raynaud's symptoms. At present her fingers have been chilblainy since the end of December, 1927. In other respects she has enjoyed good health. Menstruation commenced at IOi (after an attack of scarlet fever) and has been fairly regular and of moderate amount since then. Her thyroid gland appears to be of normal size. She wears thin woollen stockings, and is careful to avoid traumatism, and never warms her legs at the fire. Wassermann reaction: negative. Pirquet's cuti-reaction for tuberculosis: weakly positive, as it usually is in adults. Nothing abnormal by examination of the thoracic, abdominal and pelvic organs, nor by examination of the eyes, blood and urine. Brachial bloodpressure: systolic, 135 mm. Hg; diastolic, 85 mm. Hg. Thyroid treatment and intravenous injections of calcium lactate may have temporarily benefited her. The avoidance of sweets, etc., helped her to lose previous excess of fat. Artificial light (ultra-violet) baths make her feel generally better, she thinks. Complete rest in bed has, of course, a very good effect on the local condition of her legs.
The somewhat asymmetrical distribution of the erytbrocyanosis in the present case is noteworthy, and, as above stated, I can only suggest that it is possibly due to a slight draught along the floor, from one side, when she is at her work. But I have met with one case in a girl (E. K.), aged 19, in which the condition was unilateral and was limited to the right leg, presumably because the right leg was a locus minoris resistentia, being smaller than the left leg, probably on account of an attack of infantile/paralysis in early life.
Dr. G. M. SLOT said that in this disease there was usually some sexual disorder, or else the blood calcium was low, i.e., 6i, or perhaps 8, instead of the normal 10 or 12. It seemed necessary to activate the calcium, therefore in his cases parathyroid had been given by the mouth in association with calcium intravenously. In two cases, still under treatment, the aedema, which had long been present, had been much reduced. Tuberculous Pericarditis. By D. EVAN BEDFORD, M.D. D. P., FEMALE, aged 18, was admitted to the Middlesex Hospital in August, 1927. History.-No family history of tuberculosis. Whooping-cough when aged 4; tonsils removed when aged 17; influenza in October, 1926. Was quite well until three weeks before coming to hospital, when she became feverish and breathless and noticed swelling of the legs. She also complained of pain in the left shoulder.
Examinationt (August 2, 1927) .-She was pale, slightly cyanosed and breathless, and appeared gravely ill. Temperature 101 .50 F., respiration 36, pulse 130, regular.
Blood-pressure 115/80 mm. Cardiac impulse almost impalpable. Cardiac dullness increased, extending 41 in. to the left and 2 in. to the right of mid-line. Heart sounds very distant. No pericardial friction audible. Moderate cedema of legs. Lungs: Flattening below right clavicle, and diminished movement of right chest;
